PATIENT REGISTRATION AND MEDICAL HISTORY

Date (PLEASE PRINT) Home Phone
Patient
Last Name First Name Initial Preferred Name
Street Address. City. State Zip
Sex: [IM [JF Age_____ Birthdate [ Single [] Married [] Widowed [] Separated [_] Divorced
Employed by. Occupation
Business Address. Business Phone
Spouse/Parent Name Spouse/Parent Birthdate.
Spouse/Parent Employed by. Occupation
Business Address. Business Phone
Who is responsible for this account? Relationship to Patient
Social Security # Spouse/Parent Social Security #
Name of Dental Insurance Company. Group Number.
In case of emergency, who should be notified? Phone

Whom may we thank for referring you?

MEDICAL HISTORY

Physician’s Name Date of Last Physical
Have you ever had any of the following? (check boxes that apply):
[] Heart Murmur ] Epilepsy [] Special Diet
[] High Blood Pressure (] Headaches ] Swollen Neck Glands
[J Low Blood Pressure [] Hepatitis, Jaundice or Liver Disease [J Rheumatic Fever
(] Circulatory Problems [] Cancer [] Sinus Problems
(] Nervous Problems [] Psychiatric Care [J AIDS/HIV
[] Radiation Treatment [] Mitral Valve Prolapse [ Thyroid Disease
[] Artificial Heart Valves or Joints [] Allergies to Anesthetics (] Stroke
[] Recent Weight Loss [] Allergies to Medicine or Drugs ] Ulcer
[C] Back Problems (] General Allergies [ Venereal Disease
[] Diabetes [ Blood Disease (] Chemical Dependency
[] Respiratory Disease ] Arthritis [ Hemophilia
Do you have any drug allergies or have you ever had an adverse reaction to any medication?___ If so, what

Have you ever responded adversely to medical or dental treatment?.

Are you taking any medication at this time?________If so, what

Are you under the care of a physician? [ Yes [JNo

For what conditions?

If patient is a child, what is his/her weight?

(Women) Do you suspect that you are pregnant? [] Yes []No Are you nursing? []Yes [C1No

Is there anything else we should know about your medical history?

The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing and processing of insurance
for benefits for which | am entitled. | will not hold my dentist or any member of his/her staff responsible for any errors or omissions that | may have
made in the completion of this form.

Date Signature

(OVER)



ASSIGNMENT AND RELEASE

|, the undersigned, have insurance with

Name of Insurance Company(ies)

and assign directly to Dr all benefits, if any, otherwise payable to me for services
rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all
information necessary to secure the payment of benefits. | authorize the use of this signature on all my insurance submissions whether manual or
electronic.

Date Signature

MINOR/CHILD CONSENT

|, being the parent or guardian of do hereby request
Name of minor/child

and authorize the dental staff to perform necessary dental services for my child, including but not limited to X-rays, and administration of
anesthetics which are deemed advisable by the doctor, whether or not | am present at the actual appointment when the treatment is
rendered.

Date Signature of Insured/Guardian

FINANCIAL AGREEMENT

| acknowledge that payment is due at the time of treatment, unless other arrangements are made. | agree that parents/guardians are
responsible for all fees and services rendered for treatment of a minor/child. | accept full financial responsibility for all charges not
covered by insurance.

Date Signature of Insured/Guardian
MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appointment? OYes [ONo

For what conditions?

Are you taking any new medications?________If so, what

Date Patient Signature

Date ‘ Dentist Signature
MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appointment? OvYes [ONo

For what conditions?

Are you taking any new medications?_________If so, what
Date Patient Signature
Date Dentist Signature
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ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

Dr..James F Pager DMD
7493 N. Oracle Rd. Suite #127
Oro Valley, AZ. 85704
Phone: (520)797-8159 Fax: (520)797-4010

My signature confirms that | have been informed of my rights to privacy regarding my protected health
information, under the Health Portability & Accountability Act of 1996 (HIPAA). | understand that this information
can and will be used to:

- provide and coordinate my treatment among a number of health care providers who may be
Involved in that treatment directly and indirectly

- Obtain payment from third-party payers for my health care services

- Conduct normal healthcare operations such as quality assessment and improvement activities

| have been informed of my dental provider's Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my protected health information. | have been given the right to change the Notice of
Privacy Practices and that | may contact this office at the address above to obtain a current copy of the Notice of
Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry
out treatment, payment or health care operations and | understand that you are not required to agree to my

restrictions, but if you do agree then you are bound to abide by such restrictions.

PATIENT NAME: DATE:

SIGNATURE:

RELATIONSHIP TO PATIENT:

Dependent family members also covered by this acknowledgement:

For Office Use Only:

We were unable to obtain the patient's written acknowledgement of our Notice of Privacy Practices due to the
following reasons:

__Patient Refused To Sign
___ Communication Barriers
__Emergency Situation

__ Other



HIPAA Privacy Notice
HIPAA Privacy Policy

NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to this
information. Please review carefully. The privacy of your health information is important to us.

OUR LEGAL DUTY

We are required by law to maintain the privacy of your health information. We are also required to give you this Notice about our
privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are
described in this Notice while it is in effect. This Notice takes effect June 22, 2008, and will remain in effect until we replace it.

We may change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable
Jaw. We may make the changes in our privacy practices and the new terms of our Notice effective for all health information that we
maintain, including health information we created or received before we made the changes. We will post a copy of our notice in our
office and on our website www.maranaskydental.com. The effective date of the Notice is provided above.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notice, please contact the Privacy Officer whose contact information is provided at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We may use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to another dentist or healthcare provider providing treatment to you, or if
we refer you to another health care provider.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may need to share
part of your health information with our billing department, your insurance company, collection agencies or attorneys assisting us with
collections, and others who are responsible for your bills, such as your spouse, as necessary for us to collect payment. For example,

we may give information about a dental procedure that you had to your dental insurance company so it will pay us or reimburse you
for your dental procedure.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, and
licensing or credentialing activities.

To Your Family, Friends, and Other Persons Involved in Your Care: We may share with a family member, friend or other person
identified by you, your health information that is directly related to that person's involvement in your care or payment for your care, or
to notify such individuals of your location or general condition, but only if you agree that we may do so, or, based on our professional
judgment, we determine that you would not object to the disclosure. We will also use our professional judgment and our experience in
allowing a person to pick up supplies, x-rays, or other similar forms of health information on your behalf.

Use and Disclosure of Health Information Required by Law: We may use and disclose your health information when required by
federal or state law: when required in court or administrative proceedings; for public health activities; to health oversight agencies; to
coroners, medical examiners, and funeral directors; to the military; to federal officials for lawful intelligence and national security
activities; to correctional institutions regarding inmates; to law enforcement officials; to report abuse, neglect, or domestic violence; to
avert a serious threat to your health or safety or the health and safety of others; and as authorized by state worker's compensation
laws.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written
authorization.

Contacting You: We may use and disclose your health information to contact you about appointments and other matters, and to
send you electronic billing statements. We may contact you by telephone, email, or mail. We may leave you messages at the
telephone number you give us.

Health-Related Services: We may use and disclose your health information to send you information by mail or email about our
health-related products and services available to you, general dental health news and information, and offers available only to our
patients. We will tell you how to cancel these communications.

Your Authorization: As explained in this Notice, we may use and disclose your health information for treatment, payment, or health



care operations; in certain situations if you agree or object; as required by law; to contact you; and to send you heaith-related
information, but we cannot use or disclose your health information for any other reason without your written authorization. You may

give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization,
you may revoke it in writing at any time. Your revocation will not affect any uses or disclosures already made with your authorization
while it was in effect.

PATIENT RIGHTS

Right to See and Copy Your Health information: You have the right to ses or get coples of your health information, with limited
exceptions. If we deny your request due to one of these exceptions, we will respond to you in writing with the reason we cannot grant
your request, and describe any rights you may have to request a review of our denial. You must make a written request for us to
access your health information. Your written request must be signed and dated. We may charge you a fee for expenses such as
copies, staff time, and postage. instead of providing you with a copy of your health information, we may prepare a summary or an
explanation of your heaith information for a fee, if you agree in advance to the form and fee of the summary or explanation.

Right to Accounting of Disclosures of Your Health Information: You have the right to receive a list of instances in which we or
our business associates disclosed your health information for purposes other than freatment, payment, and healthcare operations,
and certain other activities for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a fee for responding to these additional requests. You must submit a written request that is
signed and dated. Your request must be submitted to the Privacy Officer, 12080 N Thomydale Rd. Ste#106 Marana AZ 85658.

Right to Request Restriction: You have the right to request that we place additional restrictions on our use or disciosure of your
heaith information, including uses or disclosures for treatment, payment, and health care operations, and to family members, friends.
or others involved in your care or payment for your care. You must submit a written request that is signed and dated to the Privacy
Officer, 12080 N Thornydaie Rd. Ste#106 Marana AZ 85658. We are not required to agree to these additional restrictions, but if we
do we will abide by our agreement (except in certain situations, such as to provide you with emergency treatment).

Right to Request Alternative Communication: You have the right to request that we communicate with you about your health
information by aftemative means or at alternative locations. For example, you can ask that we only contact you at work, or only by
mail. You must make your request in writing and your request must be signed and dated. Your request must specify the ways in
which you wish to be contacted. You do not need to tell us the reason for your request. Your request must be submitted to the Privacy
Officer, 12080 N Thornydale Rd. Ste#106 Marana AZ 85658.

Right to Request Amendment: You have the right to request that we amend your health information. You must submit a written
request that is signed and dated. Your request must expiain why your health information should be amended. Your request must be
submitted to the Privacy Officer,12090 N Thornydale Rd. Ste#106 Marana AZ 85658. If we deny your request, we will respond to you
in writing with the reason we cannot grant your request and expiain your options.

Right to Written Notice: If you receive this Notice on our website or by email, you are entitied to receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concems, please contact us.

If you are concerned that we may have violated your privacy rights, you may complain to us using the contact information listed at the
end of this Notice. You also may submit a written complaint to the U.S. Department of Heaith and Human Services.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with
us or with the U.S. Department of Health and Human Services.

PRIVACY OFFICER
Should you wish to contact the Privacy Officer, you may do so at the address and telephone number below.

Dr. James Pager DMD.,PLLC
7493 N. Oracle Rd. Suite #127
Oro Valley, AZ. 85704
(520)797-8159



